Introduction ead poisoning is the most common environmental threat to children today.' Children are considered to have toxic levels when serum lead exceeds 10 pg/dL.2 Even with public health measures such as eliminating lead from gasoline, and banning the use of lead pipes and leaded paint, an estimated 4.4% of children nationwide have elevated blood lead levels. 3 Leaded paint and house dust in older homes account for the majority of childhood lead poisoning. 4 Often, there is a documented presence of peeling or deteriorating paint, or paint chips may be discovered at friction sources such as windows or doors. Occasionally, a child is identified as lead poisoned in the absence of obvious household sources of exposure. In this article, we wish to emphasize the importance of a thorough environmental evaluation and continued vigilance of caregivers and health care providers in finding a source of lead exposure. home where the child spent considerable time was tested for lead and no sources were found.
Patient Report
The family received education regarding a diet high in calcium, iron, and multivitamins.
They were advised to have the patient wash her hands before meals and after outside play and also to keep her from putting objects in her mouth. Lead levels in other family members, including a 7-year-old sibling, were below 10 pg/dL. Over 7 months, her lead level rose to 37 pg/dL and then decreased to 27 pg/dL. In the eighth month, the concentration rose again to 37 pg/dL. A second environmental survey revealed no new findings. However, a caregiver found her chewing on a pellet from a sibling's pellet gun shortly before her lead level determination. He later recalled that they had not had any pellets in the house recently but did have the pellets in December and January before the patient's first lead level determination. According to the manufacturer's specification sheet, the pellets were 99.98% lead.
An abdominal radiograph was performed, which showed a flattened metallic object in the cecum (Figure 1 ). The radiography was repeated in 1 week and the foreign body was not present. Intensive reeducation was done with the family, and they were advised to dispose of all pellets in the home. Her lead level has steadily decreased without chelation to a current level of 15 pg/dL. Lead concentrations are being monitored.
Discussion
This case demonstrates difficulties inherent in identifying unusual causes of lead exposure and stresses the importance of an environmental history (Table 1) . When the most obvious and prevalent lead sources cannot be found, one must continue looking for alternative sources and reassessing the environment. In our patient, it took almost a year before a source was correctly identified. Retrospectively, one may argue that abdominal radiography could have been done earlier. Although nondiagnostic or definitive, radiographs may be helpful in cases where leaded material has been ingested within 36 hours.2 Gastrointestinal absorption is the primary medium by which lead from paint chips and soil results in elevated lead levels and occurs in children at a much higher efficiency than that of adults. 6 Lead poisoning arising from bullets is a well-described entity. Most cases have resulted from gunshot wounds.7 However, other reports from bullet ingestion or exposure to shooting ranges exist. 8, 9 In most cases, the lead source was immediately identified, either by direct observation or by the initial environmental assessment. Figure 1 . Flat plate radiograph of the abdomen revealing a radiopaque foreign body. This object was not present in a film obtained one week later. This finding is consistent, but not diagnostic of ingested lead.
The importance of family history cannot be overlooked. No other person in the house, including siblings within a year of her age, had elevated lead levels. Exposures due to lead in water, dust from deteriorating painted surfaces, or industrial lead would likely affect siblings. The presence of lead only in our patient suggests a behavior that places the child at risk, such as pica, a well-described risk factor for lead poisoning.10 Close, continued observation by the caregiver finally revealed the source of exposure.
The treatment of lead poisoning is dependent on the lead level. Concentrations greater than 45 pg/dL are chelated by means of one of four available agents. Controversy exists regarding chelation therapy for children with lead concentrations less than 45 pg/dL. The Centers for Disease Control do not recommend chelation below that level, and the Centers emphasize the identification, minimization, and/or elimination of the source as the primary management for concentrations less than 45 pg/dL. 
Conclusion
From a population standpoint, leaded paint remains a focal point for intervention to minimize lead exposure in children.
However, when a paint source is not identified, one must persistently search for alternative and uncommon sources of lead exposure.
